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OM-—5-43 BUREAU OF THE CENSUS
v, 5-17-39 FlLED FEB z 4 ' STANDARD CERTIFICATE OF DEATH State File No
b oo Registration Distrlet No.___. 22" _:__V - Primary Registration District No.;;/__Q;_o_,_mq : "~ Regisirar's No, / % L CT

}/ 1. PLACE OF DEATH: > 2. USUAL RESIDENCE OF DECFASED: //
/ () County Bu‘g}gan?n p {g) State_____ Ml_S_S_Q_u,I:i.. {&) County Buchanan / |
(8} City or town L. JOSepn N 7
? (If outaids city or tows limiu, writs “RURAL" aad name of tawaship} {c) City or town St. Joseph
() Name of hospital or institution: \ {1f cutside city or town limits, write "R1IJRAL") 7
2826 Angelique.  / || @y sereet 02826 _Angelique
(If not in hospita) or institution, write strest number or localion) - (I rural, give location)

{d) Length of stay: In hospital or institution ; (9 citi ¢ 7 no

» {Specily wheatber 3 itizen of foreign country (Y No)
In this community. h2.years "o

yoars, months or days) If yes, name country.
. MEDICAL CERTIFICATION
(3 TRINT CHARLES._LESTER WILLIAMS
Feb 8
3. (b) If veteran 3. () Social Security - 1 e
pame wa none ) Yo none year. 194 9 hour. mindte 15 A M
i 2 c'osj
21. I hereby cettify that I attended the deceased from ..., ., %A‘% /
] Colaror 6. [a}&nzle widowed, married, i A SRR -3 at R T .3 19.4 }C-V

4. Sex maie J"“” white vomT_llg_I'.I‘_J- Ed that I last saw h-~">" alive on M iy, . lm

6, () Name of husband or wife..._. ... 6. (¢) Age of husband or wife if }| and that death occurred on the date and hour stated above. Duration

Gertrude Wiliinms ahve_._..._'?g._ ears || Immegiate ca deatp...._g__M \ <
, Sept, A 1868y WJ IMW : 4

. Birth date of deceased

(Manth} (Day) (Year) L
8. AGE: Years Months Days If less than one day Due to = -
75 5 2 | b i
5. Binspmee FOTL_Dodge Iowva / ||™** , . =

(City, town, or comaty) (State or foreign conntey) " .
i . Other conditions._: L&Md &Zé . hennd

10. Usual occupation.... L€ tired engineer. {Inctade pregnancy within $ months of death)

11, Industry or busi CoeBo. & Q. . J/” PHYSICIAN

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

3 3 M. findi v T
E 2. Neme_ John H, Williams, Sr. .. ajor indings: . . i J y o
T = nderung
%V 15, mierpee..DAYEOD .. Ohio # gt
{City, Lown, x coun ¥} {Stats or fareign country) of 2 S hould b
g { 14, Maiden name. .. IOGE hr SNOAZTEES o autopsy : N e s
3 - ; W— tistically.
5 L MDKnOwWn dia / S
g 15. Birthplace Pt i “{é%%:f:;;glinu;) 22, If death was due to external causes, fittln the following:
16. (a) Toformant._ MLS,..C, L. Williams + || cay Accident, suicide, or homicide (specify)
[ [
(6)™ Address )8’)6' Ang eli lque (b) Date of occurrence
<
i @ burial ) Date thereof.__ o/ 8/ 44| Where did injury occur? T -
(Burial, cromation, u“m'.d]_ (Month) (Day) (Yeas) (d) Did injury occur in or about home, on farm, in industtial place, in public pla.ee?
(¢} Place: burial ar cremation ﬂIt MOP&
15. (a) Signature of fufs frector... 64.&('{;.(_____._ ! ; N -Bpacily 'y g place) . ats mwry r ._/J_?._.'___.,-__._
* Ad 319 _South 10th o .
19 __Zﬁﬁ UC:ra,.e__ ‘ d:u\d[ D. orotm)._—
- (@) (Dats reccived Iolzlre;;lrlr) “““““ (Fleristiar's signature) ,.... Date si:mcd *, / 20547

g -9 c)_s (Licensed Embalmer’s Statement on Reverse Side) S{' M_. m
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STATEMENT BY LICENSED EMBALMER
- [EE——

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by
o

» Registered Apprentice No.....

working under my personal supervision,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRI G. (Failuré to comply with

the above constitutes grounds for revocation of license.)
If this body is not eimbalmed, fact should be so stated above.
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